swelling might be localized to the snuffbox, but since the patient is unlikely to know which bone is supposed to be broken, there might be other exaggerated signs, such as rigidity of the wrist and a level of subjective pain out of proportion upon range of motion testing. Additionally, the common signs of scaphoid fracture, such as scaphoid tuberosity tenderness on the palmar side, might be absent or poorly localized. Our experience is that the patient's personality and history of injury, given in the bullet points mentioned, play key roles in the diagnosis.
Malingering will persist if the malingerer believes it will produce the desired rewards. The feigned symptomswill disappearonce therewards havebeenattained (Sadock et al., 2004) . The management of this type of presentation is controversial and additional problems are raised when it occurs in the military setting. Strategies range from tactfully but firmly confronting patients about their behaviour and its consequences to allow the patient to 'save face', as direct confrontation will likely result in the avoidance of contact with medical services. It is not our purpose to discuss treatment, but rather to draw attention to the presentation.
In our experience, management of a suspected spurious injury should always include a full workup consisting of past and current medical history and a physical examination. Radiographs are mandatory, especially during the first encounter with the patient for the given injury. The higher occurrence of true scaphoid fractures in the military population compared with the civilian population should also be borne in mind (Wolf et al., 2009 ). In total trapeziometacarpal joint arthroplasty, it has been advised that cementless metacarpal stems should have cortical contact to avoid postoperative subsidence (Apard and Saint-Cast, 2007 ). However, due to relatively large size increments, this is not always possible. We hypothesized that press-fit impaction of the stem in well prepared cancellous bone provides adequate stability. We performed a retrospective single centre cohort study evaluating all consecutive patients that received a trapeziometacarpal prosthesis at our institution from December 2010 until January 2014. Seventy-six patients (87 prostheses) were included. In all patients, a Maïa CMC1 prosthesis (Groupe Lépine, Genay, France) was implanted. It has a titanium stem with anatomical shape and a hydroxyapatite coating to stimulate bone ongrowth. The intramedullary canal of the first metacarpal was prepared with incremental broaches to impact the cancellous bone. Broaches are available in four sizes. Cortical contact was not sought. Broaching was stopped when pressfit and rotational stability were achieved and the corresponding metacarpal stem was inserted. Loading activities were allowed from 6 weeks after surgery. We measured stem fit and stem subsidence on postero-anterior and lateral radiographs of the trapeziometacarpal joint taken immediately postoperatively and at 1 year after surgery. Stem fit was determined by measuring the distance between the stem and the inner cortex of the first metacarpal at its narrowest diameter, the isthmus. A value of 0 would mean complete filling of the isthmus. Stem subsidence in the intramedullary canal was determined by comparing stem position immediately after surgery and at 1 year postoperatively. If the ratio of stem length to the distance from the proximal side of the stem to the distal articular surface of the first metacarpal remained constant over time, there was no subsidence of the stem. An increasing value would suggest metacarpal stem subsidence. Linear mixed models were used to obtain the mean and 95% confidence intervals for (1) stem position immediately after the operation, (2) stem position 1 year postoperatively, and (3) the change in stem position over time. To investigate if stem fit related to the change in stem position, a linear mixed model with change in stem position as dependent variable and the stem fit as independent variable was employed. The mean distance between the metacarpal stem and the inner cortex of the first metacarpal at the isthmus was 4.3 mm (range 0.3-5) on postero-anterior radiographs and 1.8 mm (range 0-3.7) on lateral radiographs. The stem did not have any cortical contact in 67 cases. It touched the cortex on one side in six cases and complete filling of the intramedullary canal by the prosthesis at level of the isthmus was observed in 14 cases. Cortical contact was only present on the lateral radiographs. On postero-anterior radiographs, the mean stem position ratio immediately postoperatively was 1.423 (95% CI 1.402; 1.447) and at follow-up 1.426 (95% CI 1.403; 1.449). On average, this number decreased by 0.0034 (95% CI À0.0136; 0.0070) at 1 year after surgery. This change was not statistically significant (P = 0.4883) and independent of stem fit (P = 0.1565). On lateral radiographs, the mean stem position ratio immediately postoperatively was 1.406 (95% CI 1.385; 1.428) and at follow-up 1.411 (95% CI 1.389; 1.433). The mean difference between both time points was À0.0049 (95% CI -0.013; 0.0035), which is not significant (P = 0.4883) and independent of stem fit (P 0.3714). A cementless stem needs initial stability to allow bone ongrowth and to prevent loosening and progressive subsidence into the first metacarpal. Rotational stability depends on the cross-sectional shape of the stem. Longitudinal stability cannot be achieved by 3-point fixation because the intramedullary canal of the first metacarpal is funnel-shaped. Stabilization can be achieved by interference fit when the stem is slightly larger than the intramedullary cavity. A certain macrostructure on the stem and strong cortical support further improve stability (Apard and Saint-Cast, 2007) . In two series of the Maïa prosthesis where the stems were placed with cortical contact, no cases of subsidence have been reported with a minimal follow-up of 3 years (Bricout and Rezzouk, 2016; Teissier and Alkar, 2011) . In our series, the same prosthesis was implanted, but only 23% of our stems had cortical contact on postoperative radiographs. Despite this, no cases of stem subsidence were observed. This suggests that by broaching, the cancellous bone of the first metacarpal is impacted to form a dense layer of bone that is able to resist subsidence of a cementless hydroxyapatite-coated anatomical stem with stable results at 1 year postoperatively. In our series, the thumb was unloaded for 6 weeks; it is still uncertain how much time is needed for bone fixation of the stem and it is unclear if temporary unloading of the thumb after surgery is necessary. Insertion of the stem without cortical contact has several advantages. First, it can possibly prevent stress-shielding. In an infinite element analysis, placing metacarpal stems with cortical contact resulted in bone loss in the proximal part of the metacarpal (Ledoux, 2011) . When the stem is not placed in diaphyseal cortical contact, bone loading will probably be more uniform and more proximal in the metacarpal. Further investigation is needed to better understand the biological consequences of this. Second, eventual stem removal is easier when there is some space between the stem and the cortex to allow the advancement of pins or osteotomes. This would lessen the need for metacarpal osteotomy to remove well-ingrown stems.
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